SUMMARY Operative mortality for the first 787 patients who underwent aortocoronary bypass at Duke University Medical Center was 9.7%. Within 699 patients who underwent elective bypass only, operative mortality was 8.8% before January 1, 1972, and 5.4% subsequently. This apparent variation in operative mortality over time was largely a consequence of changing patterns of patient selection, i.e., a two-to three-fold decrease in the prevalence of ventricular dysfunction. Since January 1, 1972, operative Serial electrocardiograms were reviewed by a senior cardiologist to determine the occurrence of perioperative myocardial infarction. Any loss of initial forces from the pre-operative electrocardiogram was considered to represent perioperative myocardial infarction. This determination was made for all patients with the exception of those who died in the operating room for whom postoperative electrocardiograms were not available.
NARY BYPASS in 19691 2 this procedure has repeatedly been shown to relieve angina pectoris in the majority of patients.3'1 Estimates of the associated operative mortality, however, have varied considerably (cf. table 8) . Despite reports which demonstrate a direct relationship between operative mortality and severity of anatomic disease and/or ventricular dysfunction,3' 5, 12 the apparent variation in operative mortality and improvement in operative results over time have been attributed to differences in operative technique without examination of variation in patient selection."3 The purpose of this study was to use a consecutive series of patients to determine how much of the apparent improvement in operative mortality over time could be attributed to changes in the characteristics of the patients selected for operation and to determine the amount of variation which could occur in one time period depending on the patients selected for operation.
Methods
This report includes the first 787 patients who underwent cardiac catheterization and aortocoronary bypass at Duke University Medical Center and the Durham Veterans Administration Hospital from November 1969 to March 1976. Patients undergoing aortocoronary bypass who had prior revascularization procedures, congenital heart disease, idiopathic hypertrophic subaortic stenosis, or valvular disease other than mitral insufficiency thought to be secondary to ischemic heart disease were not included. Data were collected prospectively as described previously '4 Serial electrocardiograms were reviewed by a senior cardiologist to determine the occurrence of perioperative myocardial infarction. Any loss of initial forces from the pre-operative electrocardiogram was considered to represent perioperative myocardial infarction. This determination was made for all patients with the exception of those who died in the operating room for whom postoperative electrocardiograms were not available.
The operative technique utilized in this series was as described previously,'2 i.e., direct revascularization of the involved coronary arteries using reversed saphenous vein from the ascending aorta or internal mammary artery bypass. Cardiopulmonary bypass, including mild hypothermia, induced but not maintained electrical fibrillation, and left ventricular decompression, was employed in all but a small number of cases with isolated proximal lesions in the right or left anterior descending coronary artery.
Operative mortality was defined as death occurring prior to hospital discharge. Follow-up data on life-death status were obtained at six months, one year, and yearly intervals from two through five years following operation as described previously.'4 Follow-up data were 99% complete, i.e., follow-up information at each interval for all patients was known in 99% of instances in which the patient had reached the appropriate interval.
Operative and 30 day mortality were determined for the overall group and according to the type and circumstances of operation. Long-term survival rates were determined by the life-table method." figure 1 . Operative mortality was similar for both series (7.1 and 7.5% respectively) with three-year survival rates of 85 and 89%.
The other two reports of long-term survival following aortocoronary bypass considered selected groups of patients. The series from New York University4 reported hospital and long-term survival. Patients who underwent concomitant 20 died intraoperatively (group I); 12 from one to 12 hours after operation (group II); 14 from two to 21 days (group III); and nine from one to 54 months (group IV) after operation. There were no significant differences among the four groups with regard to age, sex, cardiovascular risk factors or severity of cardiac disease.
